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compression of balloon inﬂation, external compression and covered
stent were challenged. In this case, proximal compression of balloon
inﬂation could not success.External compression and covered stent
could not be used of anatomical problem.
Coil embolization is applicable when vessel perforation cannot be
repaired by long balloon inﬂation in endovascular therapy.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. CYL
Relevant clinical history and physical exam. This 33-year-old male was a
case of uremia since 2006. He received peritoneal dialysis for 3 years
before switched to hemodialysis in 2009. He received bypass surgery
for superior vena cava (SVC) syndrome in 2011/MAY: a 18 mm PEFT
graft from SVC to right auricle. He received surgery for stenosed AV
ﬁstula (AVF) over right forearm in 2013/DEC, and then suffered from
symptoms of SVC syndrome again. Occlusion of the PTFE graft was
conﬁrmed by CTA in 2014/JAN. Symptoms got worse for 4 months.
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JAN demonstrated occluded right innominate vein and SVC. Left
innominate vein was patent, and the azygos vein was the main
collateral channel. There’s a PTFE graft, connected proximal SVC to
the right atrium appendage. The PTFE graft was compressed at its
distal half, and was completely occluded. Contrast agent could only
opaciﬁed proximal third of the graft, distal two thirds were ﬁlled with
thrombus.Relevant catheterization ﬁndings. The AVF over left forearm was normal
and the blood ﬂow was good. The subclavian vein and left innominate
vein were widely patent. The SVC was occluded, and the azygos vein
which served as the major collateral channel was very big. As ex-
pected, right subclavian and innominate veins were not opaciﬁed by
collateral ﬂow. Selective angiography performed at the central end of
left innominate vein revealed that the PTFE graft was occluded at its
proximal third.
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Procedural step. Two venous accesses were obtained: a 6 French Gli-
desheath (Terumo) was inserted into the left radio-cephalic arterio-
venous ﬁstula (AVF) and a 7 French Flexor Shuttle Guiding Sheath
(Cook Medical) into the right femoral vein. The procedure began by
antegrade wiring. A 6 French MPA1 catheter was inserted through the
AVF into the left innominate vein, and then to the blunt end of the
PTFE graft. Both.03500 Standard and Stiff Shaft Glidewires (Terumo)
failed to cross the lesion. The Shuttle sheath was advanced till its tip
reached the lower right atrium (RA). Retrograde wiring using.03500
Glidewires was supported by a 6 French JR4 and then a Vitek (Cook
Medical) catheter. This also failed. Retrograde wiring was resumed.A 18 gm Victory-14 (Boston Scientiﬁc) guide wire succeeded in
crossing the occluded bypass graft and reached the RA. It was snared
out by a 10 mm Amplatz GooseNeck snare (eV3) via the Shuttle sheath.
The occluded graft was predilated by a 2.0/20 mm Sprinter balloon
(Medtronic), followed by a 6.0/20 mm Sterling balloon (Boston Sci-
entiﬁc). Thrombus within the graft was suctioned out as much as
possible through the Shuttle sheath. After conﬁrmation of there’s no
extravasation, the graft was further dilated by a 8.0/40 mm Admiral
Xtreme balloon (Medtronic). A 10.0/57 mm Expreess LD stent (Boston
Scientiﬁc) was then deployed within the PTFE graft through the
Shuttle sheath at 14 atmospheres. Good angiographic result was
achieved.
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that of the general population in several ways. Most uremic patients
had a history of indwelling dialysis catheter and venous occlusion was
related to catheter induced injury. Symptoms may be exaggerated in
uremic patients by high ﬂow of the AVF over upper limbs. Trying to
re-open an occluded SVC is usually difﬁcult and carries a signiﬁcant
risk of vessel perforation and injury to nearby structures. However, in
this patient, the occluded PTFE graft served as a guide of wiring and a
barrier of vascular injury. Although his right innominate vein
remained occluded, his symptoms improved remarkably because his
AVF was left sided.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. T.N
Relevant clinical history and physical exam. A 64-year-old man presented
to the emergency department complaining of swelling and pain in
right lower limb. The patient had no known past medical history. But
he had risk factor of current smoker and obesity with body mass index
31.7. Physical examination revealed the swollen right lower extremity.Relevant test results prior to catheterization. A computed tomography
revealed thrombotic occlusion of the right femoral to popliteal vein.
Because initial medical treatment with anticoagulation was not
effective, endovenous therapy was attempted.
